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Abstract
Background
The widely recognized clinical and epidemiological relevance of the socioeconomic deter-
minants of health-disease conditions is expected to be specifically critical in terms of chronic
diseases in fragile populations in low-income countries. However, in the literature, there is a
substantial gap between the attention directed towards the medical components of these
problems and the actual adoption of strategies aimed at providing solutions for the associ-
ated socioeconomic determinants, especially in pediatric populations. We report a prospec-
tive outcome study on the independent contribution and reciprocal interaction of the
medical and socioeconomic factors to the hard end-point of mortality in a cohort of children
with chronic kidney disease in Nicaragua.
Methods and Findings
Every child (n = 309) diagnosed with chronic kidney disease (CKD) and referred to the ter-
tiary unit of Pediatric Nephrology in Managua (Nicaragua) from a network of nine hospitals
serving 80% of the country’s pediatric population was registered between January 2005
and December 2013. The three main socioeconomic determinants evaluated were family
income, living conditions and the family’s level of education. Further potential determinants
of the outcomes included duration of exposure to disease, CKD stage at the first visit as
suggested by the KDOQI guidelines in children, the time it took the patients to reach the ref-
erence centre and rural or urban context of life. Well-defined and systematically collected
medical and socioeconomic data were available for 257 children over a mean follow-up
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period of 2.5±2.5 years. Mortality and lost to follow-up were considered as outcome end-
points both independently and in combination, because of the inevitably progressive nature
of the disease. A high proportion (55%) of children presented in the advanced stages of
CKD (CKD stage IV and V) at the first visit. At the end of follow-up, 145 (57%) of the 257
cohort children were alive, 47 (18%) were lost to follow-up and 65 (25%) had died. Cox
regression analysis showed an independent contribution to mortality of CKD stage at diag-
nosis and of level of education, with overlapping HR values (HR and 95%CI: 2.66; 1.93–
3.66 and 2.72; 1.71–4.33, respectively).
Conclusions
The unfavourable socioeconomic and cultural background of the pediatric study cohort and
the severity of kidney damage at diagnosis were the key determinants of the clinical risk
conditions at baseline and of the mortality outcome. Long-term structural interventions on
such backgrounds must be adopted to assure effectiveness of medical care and to assure
an earlier diagnosis of CKD in these patients. The translation-extension of our results is cur-
rently underway with an agenda which includes: 1) better integration of chronic pediatric
conditions into primary care strategies to promote prevention and early timely referral; 2)
the consideration of socioeconomic conditions as a mandatory component of the packages
of best-care; 3) the formulation and flexible adaptation of guidelines and educational pro-
grams, based on the information generated by a context-specific, epidemiological monitor-
ing of needs and outcomes, guaranteed by an effective database.
Introduction
Over the last several years, the importance and significance of the social and economic determi-
nants of health-disease conditions have received renewed attention in the international litera-
ture, as well as in reports by international health and human rights agencies[1]. The main
focus has been concentrated on the specific relevance of these determinants in relation to non-
transmissible chronic diseases (NTCDs) in low-income countries (LICs), where healthcare is
often compromised by the combined effects of non-accessibility to and non-compliance with
long-term medical interventions[2–4].
While the regular and detailed updates on the global burden of disease provide the informa-
tion necessary for forecasting and recommending general policies, very few country-, disease-
and age- targeted studies documenting the concrete interaction between medical and sociocul-
tural conditions in the determination of health outcomes[5–8] are available. Despite their
severity, pediatric NTCDs are specifically at risk of remaining orphan conditions because their
relative rarity does not attract sufficient economic and human investments in research and
care, specifically in LICs.
We report the results of a prospective cohort of children with chronic kidney disease (CKD)
from Nicaragua, a typical LIC, whose specific needs could not find a place even in the most
recent and comprehensive reviews in view of the re-formulation of the post-2015 agenda[9,
10].
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Populations and Methods
Setting
Nicaragua is a small LIC in Central America with a census population of 6.1 million as of 2013;
51% of the population is under 19 years of age and the per capita income is among the lowest
in the world[11]. The National Health Service was established in the early ‘80s and delivers
countrywide medical care and assistance although it has never been supported by the system-
atic investments necessary for its implementation and growth. Access to care thus shares the
major limitations typical of economically marginal countries: pediatric patients with clinical
conditions, such as CKD, are at risk of becoming therapeutic orphans.
In 2000, the area of pediatric nephrology and urology was a model example of this, with
only 3 pediatric nephrologists working in the country and practically no competences or
resources available (from renal biopsies to any strategy for renal replacement). A further obsta-
cle was the total absence of an epidemiological profile on the prevalence of the problem and,
even more so, on its territorial dispersion and the socioeconomic conditions of the target
populations.
The plan proposed by the group based in Milan and accepted by the Government included
an agreement to ensure free access to nephrological care as an explicit medium-term goal start-
ing, however, with a top-down approach—the establishment of a reference centre for Pediatric
Nephrology and Urology, with a central core group of trained personnel at the children’s hos-
pital in Managua (Hospital Infantil Manuel Jesus de Rivera)[12, 13]. Thirteen doctors and
nurses were trained mainly in Italy and also in Costa Rica, thus permitting the progressive
extension of the program into a nationwide network involving nine of the district hospitals.
The network serves almost 80% of the country’s pediatric population and refers patients to the
central hospital in Managua, where the essential packages of medical care were made progres-
sively available as early as 2002. Specifically a chronic peritoneal dialysis program was initiated
in 2002, followed by hemodialysis facilities in 2005. The first living related donor kidney trans-
plant was performed also in 2005 and to date, 37 successful transplant have been carried out. A
cadaveric donor transplant program is in the pipeline. It has only recently been possible to acti-
vate a parallel program of community-based activities aimed at developing a broader, preven-
tion-focused training of the healthcare workers and the general population.
The Italian team guaranteed a minimum of 2 working weeks a year for the supervision of
the project activities over the whole study period. An online database connecting Managua to
the nine district hospitals was prospectively implemented for the storage of demographic infor-
mation as well as clinical and laboratory data. Reliable data collection of the socioeconomic
profiles of the children and their families began in 2005, thanks to the ad hoc training of the
dedicated social services established at the beginning of the program.
Patients and Social Factors
Patients were all children diagnosed with chronic kidney disease and referred to the tertiary
unit in Managua between 2005 and 2013. The three main socioeconomic determinants, evalu-
ated by a social worker who was part of the nephrology team, were family income, living condi-
tions and parents’ level of education. The data were not collected specifically for the purposes
of this research study, but were collected primarily for determining those families in need of
social and economic assistance. On the basis of the existing national recommendations[11, 14,
15] the socioeconomic variables were defined and coded into three levels (acceptable, low, very
low) as follows:
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1. Family income of 400 US dollars/month was considered as acceptable; 141–399 USD as
low; 140 USD as very low.
2. The scoring of living conditions, as described in detail in Table 1, provided the reference
scheme for classifying as acceptable houses possessing at least 4 of the criteria from group 1,
as very low if they had at least 4 criteria from group 3, all other combinations were coded as
low.
3. The family’s level of education was classified as very low if parents were illiterate, as low for
elementary school education and as acceptable for any higher educational level.
Further potential determinants of the outcomes included duration of exposure to disease
(years:<1, 1–3, 4–6, 7–8), CKD stage at the first visit as suggested by the KDOQI guidelines in
children[16], the time it took for patients to reach the reference centre: (< 2h, 2–6 h and>6 h);
rural or urban context of life.
Outcome measurements
The proportion of patients retained in the program and of those lost to follow-up were consid-
ered as stratification criteria and prognostic indicators of mortality. Mortality and lost to fol-
low-up were considered as outcome end-points both independently and in combination,
because of the inevitably progressive nature of the disease and the necessity for life-saving pro-
cedures in the advanced stages. This is particularly true in this context as 64% of children lost
to follow-up were in KDOQI stages 4 and 5 at entry.
Statistical analysis. Patients’ baseline characteristics were reported as frequency (percent-
age) and mean±standard deviation (SD). Follow-up time was defined as the time between the
diagnosis of CKD and the last contact with the individual patient. A logistic regression model
based on socio-demographic data was constructed to evaluate mortality risk in the whole popu-
lation. In patients with complete follow-up information, time-to-death analyses were per-
formed using multivariate Cox proportional hazard regression models, and risks were reported
as hazard ratios (HRs) along with their 95% confidence interval (CI). Survival curves and prob-
abilities were reported according to the Kaplan-Meier method. All statistical analyses were per-
formed using SAS Software Release 9.3 (SAS Institute, Cary, NC).
Ethics
Data were obtained from the database in an anonymized form; anonymization was performed
by the local researchers. The research Ethics Committee at the Fondazione Policlinico in Milan
Table 1. Living conditions scoring system.
Basic housing scoring criteria
Roofing Walls Flooring Sewage system Water supply Power
supply
Group
1
zinc concrete ceramic or
brick
WC with sewage system or septic
tank
potable from
aqueduct
electricity
Group
2
tiles wood and concrete
mix
tiles or wood latrine, cesspit well electricity
Group
3
plastic, palm leaves,
nicalit*
wood, zinc, plastic bare earth open air river, stream no electricity
*Nicalit: cement and asbestos fibres
doi:10.1371/journal.pone.0153963.t001
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and the National Health Services authorities in Nicaragua determined that this study was
exempt from the requirement for approval.
Results
309 CKD children were diagnosed and registered in the database between January 2005 and
December 2013. The study cohort was restricted to 257 subjects, as well defined and systemati-
cally collected socioeconomic data were not available for 52 of the children, even though their
demographic and clinical characteristics were very similar to those of the study cohort. In par-
ticular, the mean ages were 10.1±5.3 and 9.6±05.5 years and the percentage of girls was 42%
and 44% in the full cohort and in the studied cohort, respectively. As 19% and 18% of children
were in stage IV, and 36% and 37% were in stage V in the full cohort and in the studied cohort,
respectively, disease severity was also similar in both groups. The underlying causes of CKD in
the study cohort were as follows: glomerulopathies 70 (27%), 58 (22%) of which were steroid
resistant nephrotic syndrome; hypodysplasia with associated uropathies 26 (10%) and with no
associated uropathies 26 (10%); neurogenic bladder 32 (13%); miscellaneous 19 (7%) and 84
(33%) of unknown origin. Major comorbidities, such as neurologic and cardiologic anomalies
or genetic syndromes were present in only 13 (5%) cases.
At the end of the follow-up period (mean follow-up: 2.5±2.5 years), 145 (57%) of the 257
cohort children were still alive (10 of whom had been transferred to adult units due to their
age), 47 (18%) were lost to follow-up and 65 (25%) had died. We can assume that the cause of
death for these children was ESRD related, because of the progressive nature of the disease.
The distribution of the cohort population according to its socioeconomic descriptors is rep-
resented in Table 2, while Table 3 provides a comprehensive and detailed profile of the cohort
according to the main demographic, clinical, socioeconomic factors, and according to their
outcomes.
Table 2. The social profile of the cohort of 257 CKD paediatric patients.
No. %
Living conditions score
Very low 33 12.8
Low 131 51.0
Acceptable 93 36.2
Parents' education
Very low 41 15.9
Low 129 50.2
Acceptable 87 33.9
Income
Very low 172 66.9
Low 61 23.7
Acceptable 24 9.3
Time to reach the reference centre
< 2h 109 42.4
2–6 h 124 48.3
>6 h 24 9.3
Context of life
Rural 101 39.3
Urban 156 60.7
doi:10.1371/journal.pone.0153963.t002
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The proportion of children with CKD stage IV and V at the first visit (141/257) is possibly
the most synthetic clinical expression of the unmet need of timely access to medical care in an
LIC environment. The specific impact of the three main socioeconomic indicators on the com-
bined end-point of mortality and lost to follow-up is shown in Table 4, which clearly docu-
ments the steep gradients across the stratification levels, as well as a lower discriminatory yield
of the "income" variable.
Table 3. Profile of the cohort according to its outcomes.
Characteristics Alive or transferred Lost to follow-up Died
Total, no. (%) 145 (56.4) 47 (18.3) 65 (25.3)
Age at diagnoses (yr)
Median 9.4 9.7 11.2
Range 0.1–29.1 0.1–22.7 0.1–17.3
Parents’ education level (%)
Very low 4 (2.8) 22 (46.8) 15 (23.1)
Low 71 (49.0) 15 (31.9) 43 (66.1)
Acceptable 70 (48.3) 10 (21.3) 7 (10.8)
Living conditions score (%)
Very low 7 (4.8) 15 (31.9) 11 (16.9)
Low 69 (47.6) 25 (53.2) 37 (56.9)
Acceptable 69 (47.6) 7 (14.9) 17 (26.2)
Income
Very low 82 (56.6) 41 (87.2) 49 (75.4)
Low 48 (33.1) 4 (8.5) 9 (13.8)
Acceptable 15 (10.3) 2 (4.3) 7 (10.8)
Rural no. (%) 29 (20.0) 36 (76.6) 36 (55.4)
CKD Stage at 1st visit (%)
I 8 (5.5) 1 (2.1) 0
II 28 (19.3) 7 (14.9) 5 (7.7)
III 53 (36.5) 9 (19.2) 5 (7.7)
IV 25 (17.2) 11 (23.4) 10 (15.4)
V 31 (21.4) 19 (40.4) 45 (69.2)
Years of diseases (yr)
Median 3.51 3.91 1.11
Range 0.07–8.91 0.21–7.80 0.01–7.22
Time to reach the reference centre (%)
< 2 h 77 (53.1) 10 (21.3) 22 (33.9)
2–6 h 63 (43.4) 29 (61.7) 32 (49.2)
> 6 h 5 (3.5) 8 (17.0) 11 (16.9)
doi:10.1371/journal.pone.0153963.t003
Table 4. Socioeconomic factors as related to the cumulative outcome of mortality and lost to follow-
up.
Mortality + lost to follow-up Very low Low Acceptable
No. % No. % No. %
Living conditions score 26/33 79 62/131 47 24/93 26
Income 90/172 52 13/61 21 9/24 37
Parents’ educational level 37/41 90 58/129 45 17/87 19
doi:10.1371/journal.pone.0153963.t004
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The translation of the above data into survival curves and probabilities is seen in Fig 1,
which also allows for the visual comparability of the predictivity of the main clinical variable
with the three socioeconomic indicators.
The overlapping HR values obtained for a well-defined clinical marker such as CKD stage,
and for those of the apparently most qualitative socioeconomic indicators appear to be the
most solid take home message provided by this cohort of children with CKD.
Discussion
The long-term epidemiological outcome-oriented profile of the cohort of 257 children with
CKD presented in this report is, to our knowledge, the first to provide reliable, real-life-based
estimates of the influence that socioeconomic and cultural factors have on the hard end-point
of mortality, alone and in combination with the equivalent outcome assigned to lost to follow-
up.
The descriptive data (Tables 2–4), as well as the results of the Kaplan Meier estimates (Fig
1) and Cox regression analysis (Table 5), are highly consistent in documenting the role of both
medical and non-medical risk factors. Table 5, based on the non-censored data covering the
whole follow-up period, provides the best comparative summary, as the results have been fully
Fig 1. Survival curves.Owing to the great variability of the characteristics of the cohort (from age, to
duration of disease, to disease stage at entry, to the different robustness of the socioeconomic markers), only
a fully adjusted multivariable analysis of the whole cohort could provide a synthetic view of the determinants
of the combined outcome end-point of the cohort as shown in Table 5.
doi:10.1371/journal.pone.0153963.g001
Table 5. Cox regression analysis.
Hazard Ratio CI 95%
Age 0.990 0.941–1.042
Stage KDOQI 2.661 1.930–3.668
Very low parents‘ education level 2.725 1.713–4.336
Very low living conditions score 1.303 0.772–2.197
Very low income score 0.657 0.402–1.074
Rural 0.948 0.456–1.973
Time to reference centre > 6 h 0.979 0.606–1.582
doi:10.1371/journal.pone.0153963.t005
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adjusted for the clinical variables at presentation, as well as for the access the cohort patients
had to any form of dialysis or transplantation.
The independent contribution to prognosis, with closely overlapping HR values, of chronic
kidney disease stage at diagnosis and of level of education (which is the synthetic expression of
the socioeconomic variables), is worth underlining. Advanced clinical stage at diagnosis (up to
55% of our cohort presented at stages IV and V) is, in fact, most likely already the result of the
unfavourable effect of chronic exposure to the three non-medical risk factors (where, expect-
edly, the income level reflects the approximate discriminatory yield of monetary cut-off in a
country where informal economy plays a major role), which leads to poor perception of the ini-
tial clinical symptoms and, consequently, to extremely late referral to competent nephrological
care centers.
On the other hand, unfavourable socioeconomic conditions are definitely contributing to
the bad prognosis of the more severe clinical cases, which require strict compliance with fre-
quent medical check-ups, more complex drug treatments and, in the final stage of the disease,
the necessity to deal with procedures such as home dialysis and kidney transplantation.
These findings are all the more interesting because the program offered the same "best-care
package" to all the children when they were registered in the network database. The progressive
expansion of the original hospital-based care facilities meant that assistance was provided to
the majority of the country by means of a community-oriented program run by a group of
trained health and social workers, who were also trained to ensure the development of an
advanced information system for the monitoring and feedback of relevant data.
The results obtained from our cohort are very positive from the point of view of demon-
strating the feasibility of a nationwide program for CKD children, as well as their monitoring
through an epidemiologically-oriented database. They need, however, to be evaluated and dis-
cussed in relation to their outcome endpoints, which appear to be in great excess when com-
pared with the "reference cohorts" used as the basis from which institutional recommendations
are formulated[17–19].
The first and main question to be addressed is whether and how far the "reference cohorts"
can be assumed to be truly comparable sources of information, specifically in respect to the
role played by non-medical determinants of care and outcomes.
Two significant reports have recently focused their attention on the impact of socioeco-
nomic conditions on the outcome of children with CKD: the International Pediatric Peritoneal
Dialysis Network[20], and the US and Canada based study on the progression of glomerular
filtration rate (GFR)[21]. Income, expressed as gross national product, appears to be a major
determinant of mortality in dialysis patients in the first of the studies, together with standard-
ized height, adopted as a marker of global child morbidity across the wide ranges of national
values found in the 30 countries included in the study. Self-reported individual incomes, on the
other hand, do not correlate with the degree of clinical worsening measured as GFR, while
impaired growth was associated with lower income categories[21]. Neither of these studies
could, however, be considered as a reasonable comparator for our cohort, due to the differences
in the clinical conditions, the more than doubtful comparability of the European countries,
and the even more doubtful comparability of the USA and Canada with an LIC like Nicaragua,
and due to the restriction of the socioeconomic indicators on income measures only.
In terms of causality of outcomes, the report on dialysis simply confirms what the global
burden of disease study has been repeating for 20 years about any disease condition: in less
affluent economies a less comprehensive and accessible availability of resources is associated
with higher mortality.
The second report[21] confirms that self-reported individual incomes in a relatively homo-
geneous population cannot be assumed as a reliable marker (even more for surrogate variables
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such as GFR and hypertension control), while growth, a more comprehensive indicator of
deprived social and economic conditions, reaches a statistical significance for the least favour-
able strata. Against the above findings, our report, which is the first to specifically explore, in a
well-defined prospective cohort, the independent contribution of diverse socioeconomic indi-
cators, could provide a reliable answer to the hypothesis which generated the study. Well tar-
geted, representative, setting-specific, routine-nested epidemiological studies are an
indispensable tool for exploring the real interactions between medical and non-medical factors,
specifically in view of understanding their avoidability[6, 22–24].
Conclusions and Perspectives
The apparently contradictory gap between the rather successful implementation of a country-
wide, freely-accessible care network for children with CKD in a model LIC context and the
worse-than-expected outcome of patients lost to follow-up and deceased, must be seen as a
challenging result with relevant implications for health care planning and research. The experi-
ence of the long-term program in pediatric oncology developed in the same context in Nicara-
gua brought to light a similar situation[25, 26]: a well-supported medical program is just one of
the instruments which, with flexible adjustments, creates an atmosphere of confidence, timely
referral and effective intervention.
A very recent Millennium Development Goals report[27] on overall mortality in children
under 5 years of age, strongly supports with clear data these somehow obvious findings: the
survival advantages of a health (mainly or only) targeted intervention are restricted to the afflu-
ent social classes thus widening, not filling, societal equity gaps.
Additionally, along the lines of recent recommendations clearly formulated for adult popu-
lations[9] the conclusions of the project are perfectly consistent with the above findings: coun-
try specific health care programs must be nested into locally sustainable development goals,
closely monitored for their implementation.
The translation-extension of our results is now underway with an agenda which includes:
1. a better integration of chronic pediatric conditions into primary care strategies in order to
promote prevention and early timely referral;
2. the consideration of socioeconomic conditions as a mandatory component of the packages
of best-care;
3. the formulation and flexible adaptation of guidelines and educational programs based on
the information generated by a context-specific epidemiological monitoring of needs and
outcomes, guaranteed by an effective database.
It is clear[28] that the increasing pressure of development models based on planned inequal-
ity and which interpret universal health coverage in terms of a mix of private and public insur-
ance policies, more than a strategy for making human rights specifically accessible to those
who must need them, is not a promising post-2015 scenario.
Acknowledgments
We would like to thank all the doctors and nurses working in the program in Nicaragua: Dr.
Gerardo Mejía, Dr. Freddy Castillo, Dr. Christian Urbina, Dr. Mayra Castellón, Dr. Denis Oli-
vares, all working at the Hospital Infantil Manuel de Jesus Rivera “La Mascota”, Managua, Nic-
aragua; Dr. Ildefonso Guido, Chinandega; Dr. Casta Nicaragua Latino, Granada; Dr. Alba Iris
Parrales, Jinotega; Dr. Bertha Judith Solís, Juigalpa; Dr. Edgard Zúniga, León; Dr. Alvaro
Mortality Determinants in CKD Children in Nicaragua
PLOS ONE | DOI:10.1371/journal.pone.0153963 May 12, 2016 9 / 11
Salgado, Masaya; Dr. Reynaldo Blandón, Matagalpa; Dr. Armando Palacio, RAAN; Dr.
Lourdes Gutiérrez, RAAS; all in Nicaragua.
A special thanks to Alexandra Teff for reading and commenting on the manuscript.
Author Contributions
Conceived and designed the experiments: G. Montini AE MSD G. Marra GT FS. Performed
the experiments: YSG MSDMMM FR. Analyzed the data: YSGMMM FR. Wrote the paper: G.
Montini AE G. Marra GT FS. Reviewed, revised and approved the final manuscript: G. Montini
AE YSGMSDMMMG. Marra FR GT FS.
References
1. Marmot M, Friel S, Bell R, Houweling TA, Taylor S, Commission on Social Determinants of H. Closing
the gap in a generation: health equity through action on the social determinants of health. Lancet. 2008;
372(9650):1661–9.
2. UN. Resolution adopted by the general assembly. New York: United Nations 2010. Oct 19, 2010.
3. UN. United Nations Sustainable Development Knowledge Platfrom. Sustainable development goals.
http://sustainabledevelopment.un.org/?menu=1300 (accessed December 15, 2014). 2014.
4. UNICEF. Monitoring the situation of children and women. http://data.unicef.org/about (accessed
December 10, 2014). 2014.
5. Wang H LC, Liddell C. A, Coates MM, Mooney MD, Levitz CE, Schumacher AE et al. Global, regional,
and national levels of neonatal, infant, and under-5 mortality during 1990–2013: a systematic analysis
for the Global Burden of Disease Study 2013. Lancet. 2014; 384(9947):957–79.PMID: 24797572
6. Norheim OF, Jha P, Admasu K, Godal T, Hum RJ, Kruk ME, et al. Avoiding 40% of the premature
deaths in each country, 2010–30: review of national mortality trends to help quantify the UN Sustain-
able Development Goal for health. Lancet. 2014. doi: 10.1016/S0140-6736(14)61591-9 PMID:
25242039.
7. KassebaumNJ, Bertozzi-Villa A, Coggeshall MS, Shackelford KA, Steiner C, Heuton KR, et al. Global,
regional, and national levels and causes of maternal mortality during 1990–2013: a systematic analysis
for the Global Burden of Disease Study 2013. Lancet. 2014; 384(9947):980–1004. doi: 10.1016/S0140-
6736(14)60696-6 PMID: 24797575; PubMed Central PMCID: PMC4255481.
8. UN. Sustainable Development Solutions Network. An action agenda for sustainable development.
http://unsdsn.org/wp-content/uploads/2013/06/140505-An-Action-Agenda-for-Sustainable-
Development.pdf (accessed Dec 15 2014). 2014.
9. Remuzzi G, Benigni A, Finkelstein FO, Grunfeld JP, Joly D, Katz I, et al. Kidney failure: aims for the
next 10 years and barriers to success. Lancet. 2013; 382(9889):353–62. doi: 10.1016/S0140-6736(13)
60438-9 PMID: 23727164.
10. Ordunez P, Saenz C, Martinez R, Chapman E, Reveiz L, Becerra F. The epidemic of chronic kidney
disease in Central America. The Lancet Global health. 2014; 2(8):e440–1. doi: 10.1016/S2214-109X
(14)70217-7 PMID: 25103508.
11. Banco Central de Nicaragua. Nicaragua en cifras. (last accessed Dec 15, 2014). Available from: http://
www.bcn.gob.ni/publicaciones/periodicidad/anual/nicaragua_cifras/nicaragua_cifras.pdf.
12. Edefonti A, Marra G, Castellon Perez M, Sandoval Diaz M, Sereni F, Nicaraguan Network of Pediatric
N. A comprehensive cooperative project for children with renal diseases in Nicaragua. Clinical nephrol-
ogy. 2010; 74 Suppl 1:S119–25. PMID: 20979976.
13. Marra G, Edefonti A, Galan YS, Sandoval M, Sereni F. Relevance of a database for monitoring a coop-
erative paediatric nephrology project in Nicaragua. Pediatr Nephrol. 2011; 26(4):641–2. doi: 10.1007/
s00467-010-1681-0 PMID: 21046166.
14. Ministerio del Trabajo del Nicaragua. Canasta Basica. (last accessed June 20, 2014). Available from:
http://www.mitrab.gob.ni/documentos/canasta-basica.
15. Instituto Nacional de Informacion de desarrollo. Censo 2005, Generalidades. (accessed 23 July 2014).
Available from: http://www.inide.gob.ni/.
16. Hogg RJ, Furth S, Lemley KV, Portman R, Schwartz GJ, Coresh J, et al. National Kidney Foundation's
Kidney Disease Outcomes Quality Initiative clinical practice guidelines for chronic kidney disease in chil-
dren and adolescents: evaluation, classification, and stratification. Pediatrics. 2003; 111(6 Pt 1):1416–
21. PMID: 12777562.
Mortality Determinants in CKD Children in Nicaragua
PLOS ONE | DOI:10.1371/journal.pone.0153963 May 12, 2016 10 / 11
17. Warady BA, Neu AM, Schaefer F. Optimal care of the infant, child, and adolescent on dialysis: 2014
update. American journal of kidney diseases: the official journal of the National Kidney Foundation.
2014; 64(1):128–42. doi: 10.1053/j.ajkd.2014.01.430 PMID: 24717681.
18. Dharnidharka VR, Fiorina P, HarmonWE. Kidney transplantation in children. The New England journal
of medicine. 2014; 371(6):549–58. doi: 10.1056/NEJMra1314376 PMID: 25099579.
19. Shroff R, Weaver DJ Jr., Mitsnefes MM. Cardiovascular complications in children with chronic kidney
disease. Nature reviews Nephrology. 2011; 7(11):642–9. doi: 10.1038/nrneph.2011.116 PMID:
21912426.
20. Schaefer F, Borzych-Duzalka D, Azocar M, Munarriz RL, Sever L, Aksu N, et al. Impact of global eco-
nomic disparities on practices and outcomes of chronic peritoneal dialysis in children: insights from the
International Pediatric Peritoneal Dialysis Network Registry. Peritoneal dialysis international: journal of
the International Society for Peritoneal Dialysis. 2012; 32(4):399–409. doi: 10.3747/pdi.2012.00126
PMID: 22859840; PubMed Central PMCID: PMC3524840.
21. Hidalgo G, Ng DK, Moxey-Mims M, Minnick ML, Blydt-Hansen T, Warady BA, et al. Association of
income level with kidney disease severity and progression among children and adolescents with CKD:
a report from the Chronic Kidney Disease in Children (CKiD) Study. American journal of kidney dis-
eases: the official journal of the National Kidney Foundation. 2013; 62(6):1087–94. doi: 10.1053/j.ajkd.
2013.06.013 PMID: 23932090; PubMed Central PMCID: PMC3840111.
22. Bollyky TJ, Emanuel EJ, Goosby EP, Satcher D, Shalala DE, Thompson TG. NCDs and an outcome-
based approach to global health. Lancet. 2014; 384(9959):2003–4. doi: 10.1016/S0140-6736(14)
62291-1 PMID: 25483157.
23. Ogden J, Morrison K, Hardee K. Social capital to strengthen health policy and health systems. Health
policy and planning. 2014; 29(8):1075–85. doi: 10.1093/heapol/czt087 PMID: 24277736.
24. Gupta S, Rivera-Luna R, Ribeiro RC, Howard SC. Pediatric oncology as the next global child health pri-
ority: the need for national childhood cancer strategies in low- and middle-income countries. PLoS med-
icine. 2014; 11(6):e1001656. doi: 10.1371/journal.pmed.1001656 PMID: 24936984; PubMed Central
PMCID: PMC4061014.
25. Pacheco C, Lucchini G, Valsecchi MG, Malta A, Conter V, Flores A, et al. Childhood acute lymphoblas-
tic leukemia in Nicaragua: long-term results in the context of an international cooperative program.
Pediatric blood & cancer. 2014; 61(5):827–32. doi: 10.1002/pbc.24871 PMID: 24376241.
26. Barr RD, Antillon Klussmann F, Baez F, Bonilla M, Moreno B, Navarrete M, et al. Asociacion de
Hemato-Oncologia Pediatrica de Centro America (AHOPCA): a model for sustainable development in
pediatric oncology. Pediatric blood & cancer. 2014; 61(2):345–54. doi: 10.1002/pbc.24802 PMID:
24376230.
27. Watkins K. Leaving no one behind: an agenda for equity. Lancet. 2014; 384(9961):2248–55. doi: 10.
1016/S0140-6736(13)62421-6 PMID: 24814087.
28. Horton R. Offline: why the sustainable development goals will fail. Lancet. 2014; 383(9936):2196.
Mortality Determinants in CKD Children in Nicaragua
PLOS ONE | DOI:10.1371/journal.pone.0153963 May 12, 2016 11 / 11
